Aims and Objectives. To review systematically, qualitative literature covering the implementation of task shifting in sub-Saharan Africa to address the growing interest in interventions of this kind. This review aims to distil the key practical findings to both guide a specific project aiming to improve the quality of neonatal care in Kenya and to contribute to the broader literature. Background. Task-shifting programmes aim to improve access to healthcare by delegating specific tasks from higher to lower skilled health workers. Evidence suggests that task-shifting programmes in sub-Saharan Africa may improve patient outcomes, but they have also been criticised for providing fragmented, unsustainable services. This systematic review of qualitative literature summarises factors affecting implementation of task shifting and how such interventions in sub-Saharan Africa may have affected health workers' feelings about their own positions and their ability to provide care. Design. Following literature search, a modified Critical Appraisal Skills Program (CASP) framework was used to assess quality. Thereafter, analysis adopted a thematic synthesis approach. Methods. A systematic literature search identified qualitative studies examining task -shifting interventions in sub-Saharan Africa. Thematic synthesis was used to identify overarching themes arising from across the studies and infer how task-shifting interventions may impact on the health workers from whom tasks are being shifted. Results. From the 230 studies screened, 13 met the inclusion criteria. Overarching themes identified showed that task shifting has been associated with jurisdictional debates linked to new cadres working beyond their scope of practice, and tension around compensation and career development for those taking on tasks that were being delegated. Conclusions. Based on the qualitative data available, it appears that task shifting may negatively impact the sense of agency and the ability to perform of health What does this paper contribute to the wider global clinical community?
• We find that task-shifting planners should be mindful of existing professional identities and that all interventions should be designed in co-ordination with the cadres affected by the changes made. We also find that task shifting in lowresource settings is almost always associated with new cadres rapidly extending their roles and so adequate support, supervision and structure must guide implementation. Finally, we suggest that policy planners investigate healthcare structures including pay scales, and career development for new cadres while weighing up other potential interventions.
• This review helps inform the design of task-shifting implementation efforts that aim to address global health workforce shortages. In particular, it draws together the available literature to derive guidance on implementing task-shifting interventions so that they relieve pressure on nurses and other health workers.
Introduction Task shifting in Nairobi's neonatal nurseries
The provision of high-quality care to sick newborns presents a challenge to all health systems. To meet basic needs they must be kept warm and fed; staff must observe strict infection prevention practices; monitor them regularly for deterioration; and counsel and instruct families in care. Whereas for stable preterm or low birth weight babies these needs may be best met by Kangaroo Mother Care, when clinically unstable such needs, together with other technically involved clinical interventions, are typically provided by healthcare staff. This is why, in countries such as the UK, even for babies who do not require intensive care, guidelines suggest that there should be one nurse for every two to four sick babies (BAPM 2001 , NANN 2009 ) with evidence suggesting a relationship between lower nurse ratios and higher mortality in high-income settings (BAPM 2001) .
In low-resource settings, the need for greater provision of nursing care to newborns is stark. While enumerating the lack of neonatal nursing provision in Nairobi is an aim of the project of which this literature review is a part, initial interviews with experts in the field suggest that a single nurse may look after 20-40 babies (unpublished data) -10 times the UK recommendation. Importantly, although the shortage of staff in this area is well known, the Kenyan government is being challenged to provide increased levels of care across the entirety of the health system. However, the provision of a much greater number of nurses to provide neonatal care is very unlikely. Whereas recent data suggest that Kenya has more than 50,000 nurses registered to practice, fewer than 17,000 offer care in the public sector that is most relied on by the poor for inpatient care (Wakaba et al. 2014) . Thus, the main factor constraining expansion of the nursing workforce to improve access to services through the public sector in Kenya is absence of adequate finance (NCK 2014) .
African governments can ill afford to miss opportunities to provide better care to newborns. Millennium Development Goal 4 (MDG4) aimed to reduce the 1990 under-five mortality rate by two-thirds before 2015. Kenya is one of a majority of sub-Saharan African countries that have failed to reduce overall child mortality in line with MDG4. This disappointing result can be directly linked with the failure to reduce neonatal mortality, with absolute rates in many African and South Asian countries at least 10 higher than in developed countries. Consequently, neonatal mortality now accounts for over 40% of all child deaths in many of these countries (Lawn et al. 2014) . Recent research suggests that although the provision of rural healthcare interventions is an important part of reducing neonatal mortality, inpatient neonatal care is also a major contributing factor and should be targeted (Moxon et al. 2015) .
Globally, however, addressing issues relating to human resources for health and health financing have been identified as the most significant bottlenecks in the care of small and sick newborns (Moxon et al. 2015) . At the intersection of human resource solutions that might improve both access and cost containment lies task shifting. Task-shifting interventions should improve, rather than reduce, quality of care. In addition, we note that they are not simply technical solutions to fill service gaps, but instead a complex intervention with potentially wide effects on the health system. Given these realities, we undertook a review to provide clear and practical guidance by analysing literature covering task-shifting projects in sub-Saharan Africa to inform the design of possible task-shifting solutions in neonatal care in Kenya and other low-income countries.
Task shifting in sub-Saharan Africa
We will use the World Health Organization (WHO) definition of task shifting. This is, 'the rational redistribution of tasks among health workforce teams', wherein 'specific tasks are moved, where appropriate, from highly qualified health workers to health workers with shorter training and fewer qualifications in order to make more efficient use of the available human resources for health ' (WHO 2008) .
Task-shifting interventions have a long history in subSaharan Africa spanning nonphysician clinicians to community health workers, but gained prominence as a way to scale up and decentralise HIV care (WHO 2008) with growing importance in other specific service areas such as emergency obstetric surgery (Gessessew et al. 2011 ) and mental health (Bhana et al. 2010) . The principle of delegating tasks itself is, of course, not new. Task shifting has been occurring informally in response to shortage of human resources across various settings, be it an epidemic outbreak or an ongoing coping mechanism at an understaffed health facility (Lehmann et al. 2009 ).
That task-shifting results in no diminution of quality while improving access is supported by a number of systematic reviews and meta-analyses. Quality of HIV care provided by adequately trained and supported nurses is comparable to the quality of care provided by physicians (Kredo et al. 2014) . Nonphysician health workers can effectively manage noncommunicable diseases in the community, although authors of the review pointed out that further research is needed (Joshi et al. 2014) . Specific surgical procedures such as voluntary male circumcision have been performed safely by nonsurgeons (Ford et al. 2012) . Task shifting can also help reduce healthcare costs. A recent review of economic evaluations suggested that task shifting in low-income countries may increase the number of services provided at a given quality and cost (Fulton et al. 2011) .
Task shifting within a neonatal unit caring for highly vulnerable patients may, however, pose particular challenges even though the WHO suggests this solution (WHO 2012) and the Essential Care of Small Babies (ECSB) training programme incorporates task shifting of basic skills such as nasogastric feeding to mothers where plausible (Moxon et al. 2015) . Task-shifting programmes have, however, been criticised for being conducted in a vertical manner with insufficient attention to the complexities of health systems leading to ineffective provision of services and concerns about long-term sustainability (Lehmann et al. 2009 ). In addition, health professionals, including those represented by the World Health Professions Alliance (WHPA) have expressed strong concerns about the manner in which task shifting is implemented and potential implications for health workers (WHPA 2008) . It is therefore important to understand how task shifting affects not only the patients but also the health workers and health systems in which they operate.
Studies of task-shifting interventions to date have focused primarily on quantitative evaluations of patient outcomes and proficiency of new cadres of health workers. Less is known about the broader effects of task shifting, including the experiences of professional and lay health workers implicated in delegation of tasks (Colvin et al. 2013 . A Cochrane qualitative literature review published in 2013 examined implications of task shifting for lay health workers (Glenton et al. 2013) , but no systematic review of qualitative studies examining existing health workers' experiences with task shifting in subSaharan Africa has been published to date.
Aims
The overall aim of this qualitative literature review is to contribute to the understanding of how task-shifting interventions operate in the resource-limited settings most commonly found in sub-Saharan Africa. We want to understand the possible intended and unintended outcomes of task-shifting interventions for the various stakeholders involved.
Specifically, this review seeks to answer the following:
• How have task-shifting interventions in sub-Saharan Africa influenced existing health workers' sense of agency and ability to provide care?
• Based on the literature review what recommendations can be made for task shifting as a potential intervention in Nairobi's neonatal nurseries, in addition to the general, global guidelines provided by the WHO and the WHPA?
Methods

Design
We planned a priori to present findings in a narrative format, rather than summarised as quantitative data in keeping with our overall aims. Our literature search criteria were kept relatively broad, but only studies from subSaharan Africa were considered to capture experiences from resource-limited settings similar to the future task-shifting project environment in Kenya. PubMed, Embase and CINAHL databases were searched for terms: 'task shifting'; 'task sharing'; 'task delegation'; 'task substitution' or 'delegation of work' in all countries of sub-Saharan Africa, with additional parameters set to capture qualitative and mixed-methods studies. No time period was set. In addition, grey literature and secondary references were searched. Due to difficulties with conducting detailed content analysis in multiple languages, only English language studies were considered, which may have excluded studies from Francophone and Lusophone countries. The full literature search strategy is available in Appendix Table A1 . The research was approved by the London School of Hygiene ethics committee.
Inclusion criteria:
• Qualitative or mixed-methods studies conducted in subSaharan Africa.
• Formal and informal task-shifting interventions in healthcare involving delegation of tasks from one cadre of health workers to another cadre.
• Studies providing primary, qualitative data regarding experiences with task-shifting interventions by national policy makers, health managers, health workers and/or healthcare recipients. Exclusion criteria:
• Nonprimary data (i.e. policy briefs, opinions, progress reports, systematic reviews).
• Mixed-methods studies where the qualitative component was deemed insufficient to contribute to further analysis.
• Studies focusing on task shifting of a very specific intervention rather than a broader set of tasks (i.e. initiation of antiretroviral therapy only, rather than management of HIV patients).
Search outcome
From 230 studies identified, 13 studies met the inclusion criteria and were included in the review. The literature search process is summarised in the PRISMA Flow chart in Fig. 1 .
Quality appraisal
Numerous appraisal tools have been developed for qualitative studies (Thomas & Harden 2008 , Hannes 2011 . We used the Critical Appraisal Skills Program (CASP) quality assessment tool (CASP UK 2013) with some modifications made to reflect the character of studies under review. Modified CASP criteria have been used frequently in qualitative reviews of health interventions, including a review of task delegation to lay health workers by the Cochrane Collaboration (Glenton et al. 2013 ), which we referred to in order to modify our checklist. Quality appraisal based on a modified CASP checklist is provided in Table 1 . The amount of qualitative data available was limited by the fact that most studies were relatively brief and relied primarily on one-time interviews and focus group discussions (FGDs). Most of the studies did not employ additional qualitative methods such as serial indepth interviews, field observations or examining documents produced by health workers. Nevertheless, a number of studies provided rather diverse data, accounting not only for commonly expressed views but also for contradictory perspectives and opinions conveyed by the informants. Although all the studies detailed their recruitment strategy, none of the studies fully accounted for informants who refused to participate or explored how informant selection influenced study findings. Many studies explicitly stated that the study research was conducted as part of a task-shifting programme evaluation, but most researchers did not reflect on how informants' responses or subsequent data analysis may have been influenced by the role of the research team.
These observations are not unique to our literature review. As pointed out by Glenton et al. (2013) in a Cochrane qualitative literature review, qualitative articles published in journals tend to provide relatively 'thin' data and are less likely to include a variety of data gathering methods. Glenton and others also reported lack of researcher reflexivity as a common finding when qualitative studies are being appraised. Longitudinal, ethnographic research may be better suited to qualitative studies that examine health interventions (Pawson et al. 2005 , Glenton et al. 2013 , Dawson et al. 2014 ), but such research is more time and resource demanding and often too extensive to be published in widely circulated health research journals.
Thus, all the studies meeting the original inclusion criteria were included in the subsequent analysis regardless of the quality score assigned. Although some studies were deemed to be of lower methodological quality, the insights from stakeholders they presented nevertheless contributed to the richness of data and were informative for data synthesis. This is one of the approaches commonly adopted in qualitative reviews, especially when there are a limited number of studies available (Pawson et al. 2005 , Hannes 2011 ).
Data abstraction
Following Thomas and Harden (2008) , a thematic synthesis approach was used to compile the data. In following this approach, it is important to note the objective of this review -to inform the study of task shifting for work being developed in Kenya. Given this aim, we were interested in 'key concepts ' (Campbell et al. 2003 ) that might illuminate the characteristics of effective task-shifting programmes while highlighting the major barriers to implementation. Of course, we also needed to remain true to the texts we examined, all of the noted facets of implementation and the character of the reformed systems studied. In this way, although our aims were pragmatic and directed towards the needs of our future project, we were also aiming to provide as much 'thick description' as possible (Geertz 1973) and so the search was not governed by the need for direct or concise 'answers'.
Text was manually coded, and organised under initial descriptive themes. These themes were iteratively improved through discussion between the reviewers. Due to the paucity of qualitative research on task shifting in sub-Saharan Africa, there was a great deal of variety between texts, and so line- • Study setting adequately described?
• Rationale for conducting the study stated and justified? 13 0 0
3 Is there evidence of researcher reflexivity?
• Researcher's role, potential bias and influence on respondents examined in formulation of questions, data collection and data analysis? 1 3 9
4 Is the recruitment strategy appropriate to the study aims?
• Researcher explained how study informants were selected?
• Discussion around recruitment, i.e. why some people chose not to take part?
5 Is the method of data collection clearly described and appropriate for the research question?
• Data collection method explicitly stated?
• Saturation of data discussed?
Is the data analysis sufficiently rigorous?
• Analytic process described in sufficient detail?
• If thematic analysis is used, is it clear how themes/categories were derived?
• Are contradictory data taken into account? 11 1 1 7 Are conclusions supported by sufficient evidence?
• Did the data provide sufficient depth, detail and richness?
• The researcher discussed credibility of their findings (triangulation, respondent validation, more than one analyst)? by-line coding would have been tedious and potentially distracting. As such, codes were generated inductively and organised under 29 'descriptive themes' (Thomas & Harden 2008) . A table showing the listing of these original descriptive themes is included in Appendix Table A3 .
Synthesis
To move beyond simple description and towards theory, the descriptive themes were then subjected to a further round of analysis. Again, following Thomas and Harden (2008) , the aim was to generate 'analytical themes'. Here, it was also possible to reintroduce the aims of the overall project -to derive findings that will guide future research. This approach follows the Cochrane Collaboration advice on synthesis that advises that the type of analysis pursued should reflect the research question (Noyes & Lewin 2011) . Accordingly, the themes were addressed from the perspective of a programme implementer: how could the thematic content be best summarised so as to be most useful and descriptive to someone considering task shifting? This simple approach helped to reorganise the findings in a very pragmatic way. Perhaps naturally, the end result was not a list of 'themes', but rather a list of 'synthesis statements' that, we feel, speak directly to policy makers. This process resulted in three core synthesis statements, with eight underlying explanatory synthesis statements.
Results
Characteristics of included studies
A detailed description of included studies is provided in Table 2 , with full reference list attached in Appendix  Table A2 . In summary, 12 of 13 studies were relatively brief articles published in health and social sciences journals and one study was a PhD thesis. All except for one study were published within the last three years, which speaks to the fact that investigation of formal task shifting is a relatively new phenomenon. Studies covered a broad range of task-shifting interventions delivered through secondary and primary health facilities as well as community outreach work. The majority of the respondents were policy makers, facility managers and health workers, with fewer studies including perspectives of healthcare recipients. Although most of the studies examined formal task-shifting interventions, some explored informal task shifting. Most of the data were obtained through in-depth, semi-structured interviews and focus group discussions (FGDs).
Synthesis statement 1
Successful task-shifting interventions are mindful of the professional jurisdictions of the staff who will be affected by the planned change and design the intervention in cooperation with them.
Category 1 -The professions involved must be aware of the need for a change, and their own role and professional identity should not be diminished as a result of the reform Task-shifting programmes introduced new professional and lay cadres of health workers, or changed the job roles of existing cadres. It should perhaps be obvious that such changes resulted in jurisdictional tensions between the professionals affected (Abbott 1988 ). An overarching theme emerging from both senior and frontline staff was the sentiment that the role of doctors and nurses in the healthcare system was being diminished through the task-shifting process. The mechanisms attributed to the role erosion included pushing highly skilled professionals out of the workplace (Study #1, #4, #5, #9), changes to one's workload and work role (Study #3, #11, #12) and allowing for suboptimal quality of healthcare (Study #1). Although the specific categories of workload and suboptimal care are described in the next sections, it is important to remember that, more generally, the professions affected by the reform must be an active component of the change process rather than being alienated from it.
Category 2 -The intervention must result in a manageable workload for all affected staff Task shifting was widely welcomed and acceptable when it involved delegation of nonclinical tasks, including data collection, administrative work, ensuring treatment compliance and patient counselling. Health professionals felt that this kind of task shifting enabled them to focus on their 'real' work including clinical tasks and managerial duties. Introduction of a Monitoring & Evaluation (M&E) cadre in Botswana provided a particularly good example of a taskshifting intervention that health workers perceived as overwhelmingly beneficial to their work:
So, when the district M&E officers came in, they relieved the community health nurse in such a way that the community health nurse is able to go to facilities to attend to such programmes as child When it came to delegation of clinical tasks, experiences of doctors and nurses were mixed. Nurses interviewed in the studies frequently found themselves in a 'bottleneck' position where new tasks were being delegated to them, whereas they had no one to whom they could offload some of their duties. Although many nurses appreciated the opportunity to learn new skills when tasks are shifted to them, this often came at a price of increased workload, inadequate supervision and inability to perform what they perceived to be their 'core' nursing duties. Some nurses felt that taking on new tasks effectively meant they were 'shifting away' from the nursing profession:
We shift from the nurses' profession . . . we can't make a person, a single person to do many tasks. (Nurse Leader, Ethiopia, Study #
12)
Whereas many nurses felt that task shifting had a negative impact on their work load and work role, lower skilled cadres who assumed nurses' work generally felt that task shifting benefited nurses and strengthened workplace relationships:
Our working relationship with nurses in government health institutions has grown and is enhanced because we do almost similar Data about changes to workload and work role of doctors were rather limited. Some doctors felt that delegating their tasks to nurses or technical assistants lessened the workload and contributed to a sense of trust and team building. Others felt that task shifting threatened their scope of work and their authority because lower cadres were given too much autonomy or were unwilling to collaborate: Category 3 -The intervention must work on a 'First do no Harm' basis, ensuring that the cadre's work is clinically effective, and is accepted as ethical by the supporting cadres Along with potentially diverting the resources away from higher skilled professionals, task shifting was also perceived to be eroding the quality of the healthcare provided.
Although task shifting was at times recognised as an inevitable measure to meet healthcare demands at hand, it was also seen as a threat to the standard of care that doctors, nurses and midwives had aspired to provide, albeit under resource-limited circumstances. Task shifting was therefore frequently met with some degree of cynicism and apprehension:
When we hear the word task shifting in Kenya . . . our hair stands out straight. The word has been used around the world, especially in the developing world to promote that you are going to use very low qualified cadres . . . (Nurse Leader, Kenya, Study # 12) This last quote from Spies (2014) is of particular note for task shifting within clinical environments as it highlights the need for a style of introduction that embraces nurse opinions and uses them to design more effective projects.
Synthesis Statement 2
TS in low-resource settings is almost always associated with overstretch of roles and consequent unethical practice and so adequate support, supervision and structure must guide an appropriately scaled intervention.
Category 1 -Task-shifting programmes should be accompanied by substantial training efforts and supported by strong supervision and complementary practice from related cadres Studies researching formal task-shifting programmes almost unanimously highlighted the discrepancy between the roles of 'new' health workers as envisioned by the programme planners and the actual roles performed. New cadres in particular had the tendency to assume additional tasks that were not originally envisioned for their role. What was introduced as a formal task-shifting process therefore commonly extended into informal task shifting under field conditions. This was facilitated by limited professional regulations as well as inadequate or nonexistent job descriptions and supervisory mechanisms noted by many studies. Not all the works we do were written on the job description because there are other organisations which use us. So we cannot say that we only follow what was written to us by the government.
(CHW, Malawi, Study # 11) Narratives by health workers across the studies showed that health workers commonly perform tasks beyond their scope of practice to cope with workplace demands and to fulfil the obligation they feel towards their patients.
Clearly, this fundamental risk should be considered as part of any task-shifting intervention. Project planners need to recognise that any task-shifting programme is limited by the health system of which it is a part. Accordingly, the intervention must be designed to provide supervision of staff to ensure that they are not stretching the mandates of their new or altered job roles. Staff who are working in positions affected by the intervention should also be trained to be mindful of the limitations of the redesigned structure. Specifically, for interventions in such areas as neonatal care, nurses and paediatricians should be trained to understand the limits of the new cadre, and to ensure that they remain supportive of the new staff, but also watchful of their activity.
Category 2 -Task-shifting programme design should be mindful of the perspective of patients and ensure that key differences in cadre are understood Many health workers conveyed that their patients could not fully tell the difference between doctors, nurses or lay workers. A commonly held perception was that patients either were not aware or did not mind that tasks were being delegated to lower cadres. The inability of patients to recognise the difference between health workers is an insight that should not be disregarded. While this fact may mean that patients in some areas appear willing to receive care from new cadres, it also means that patients may not be able to recognise when care is delivered inappropriately -a reality of the majority of the taskshifting programmes studied. Other studies suggested that patients were naively accepting care from lower skilled workers while believing that they were being looked after by a professional. Views conveyed by representatives of 'health service consumers' in Uganda were summarised as follows:
Patients were reportedly uncomfortable and dissatisfied with being handled by low cadre health workers. They wanted to be handled by doctors. They felt bad on learning that the attending health worker was not a doctor. (Uganda, Study #1) Ideally, the views of health workers and policy makers would be triangulated with the views of patients themselves. In the studies reviewed, views of patients and communities were largely conveyed through the interviews with health staff, managers and policy makers, and therefore provided a rather limited insight. The lack of patient voice captured in the studies reviewed is a significant weakness in the literature and any intervention in neonatal care should be mindful of the role and opinions of mothers of patients (e.g. Coulter et al. 2014).
Synthesis Statement 3
The structure of the health system into which the TS project is introduced should be considered for relative pay scales, career development and potentially better alternatives to task shifting.
Category 1 -To avoid tensions between cadres and illicit charging for services, pay levels must be equitable and adequate Health workers involved in task shifting ranged from local volunteers who received little to no monetary compensation to nurses whose salaries were regulated at the national level. In many studies cadres participating in task shifting assumed higher workload and increased level of responsibility than anticipated, but this was usually not reflected in their remuneration. Managing the expectations of workers involved in task shifting, or affected by it, is essential because where staff feel they are not adequately paid, undesirable outcomes are noted.
We expected that after being trained, since we are now part of the curative part, there will be change in our monthly salaries but there is no change . . . (CHW, Malawi, Study # 2) Although tasks performed by lower skilled health workers were not always paid through formal mechanisms, some health workers found ways to 'cash in' on their tasks. A study among CHWs in Kenya alluded to volunteer, periurban workers who wished to 'acquire skills to sell, because of hard economic times in the country' (Study # 10). Surgical Assistants in Mozambique were known, at times, to be 'obliged to ask for illicit charges' because of low remuneration relative to the amount of work they performed (Cumbi et al. 2007) . Anecdotally, training lay workers in the community in some cases also resulted in untrained individuals posing as health workers and charging for their services (Study # 2, 10, 11).
Category 2 -TS should not be initiated in a health system where existing solutions are available and affordable In certain settings task shifting was seen as a direct threat to job safety and future employment prospects for nurses and doctors. In Uganda (Study # 1, 5), where a considerable number of doctors and nurses were unemployed or working overseas, task shifting was perceived by some health professionals and policy makers primarily as a short-sighted, cost-saving strategy, effectively pushing established professionals out of the healthcare system. That [task shifting] is an anomaly Uganda cannot afford. As long as we need the professionals, and they are within the country, we should employ them . . . (Senior Manager, Uganda, Study # 5) Studies in the review highlighted the tension between health workers assuming new tasks who expected adequate compensation for the work performed and the policy makers who commonly assumed that task shifting was a 'cost saving' strategy. This is an important insight for any taskshifting programme in Kenya that affects nurses. There are many thousands of unemployed nurses in Kenya, and the benefits and limitations of the introduction of a new cadre in neonatal care should be compared to the prospect of employing more nurses in this area.
Category 3 -TS interventions must allow for career planning of all affected cadres Higher skilled cadres, managers and policy makers frequently agreed that compensation of new, lower cadres and opportunities for career progression were inadequate and could potentially compromise the long-term success of task-shifting programmes. The quotes below refer to the newly introduced cadres of M&E Officers and Surgical Assistants respectively: At the same time lower skilled cadres were often seen as part of the solution to providing healthcare to underserviced areas. They had good retention rates compared to higher skilled staff and they came at a substantially lower cost. It was widely acknowledged that lower, less skilled cadres performing tasks at a lower cost was in fact what made task shifting a plausible mechanism for providing additional health services in the first place:
Skills of lower cadre health workers and especially community health workers are hardly portable both nationally and internationally. Lower cadre health workers can also be easily and cheaply recruited from within areas where they live and where they are supposed to be working. It is thus easy to retain these workers as they are already used to the living conditions of their localities. (District Level Informant, Tanzania, Study # 9) Contrasting the findings associated with lower and higher levels of task shifting, it appears that structured career planning is more of an issue for skilled staff taking on new tasks. With that said, lower-level staff involved in task shifting, especially new lower cadres such as that envisioned in the Kenyan scheme, seem likely to view their training as an opportunity to become recognised providers of medical care. To prevent lower cadres being tempted to enact informal charging or to misrepresent themselves as nurses or doctors, lower cadres should be closely monitored and adequately paid. In addition, although this is less of a concern for lowerlevel workers, their formal position within the hierarchy of healthcare positions should be planned, and the requirements for entry to more advanced posts made clear.
Discussion Limitations and strengths
Defining task shifting in literature search Task-shifting interventions may not be labelled as such in literature. For example, systematic review of midwifery services found that although the term 'task shifting' was used commonly in relation to community health workers, 'task shifting' was used infrequently when describing interventions involving midwives (Colvin et al. 2013) . Our literature search included terms that were synonymous/near synonymous with task shifting as well as a review of secondary references. The list of search terms was not exhaustive and it is possible that the studies identified were more likely to represent some cadres than others.
Obtaining rich qualitative data
As mentioned in the discussion on the quality of studies included in the review, qualitative studies published in health journals provide a diverse, but somewhat limited amount of data.
Further grey literature searches with focus on obtaining unpublished documents from various health organisations and identifying extensive ethnographic projects conducted by anthropologists would potentially provide richer data and inform subsequent analysis.
Quality of the studies in the review Studies were included regardless of the quality score assigned. All studies provided narratives that were helpful in drawing a larger picture about the impact of task-shifting programmes on health workers. Due to limited researcher reflexivity and scant information about study informants, reliability of individual study findings was at times difficult to ascertain. It is likely that important perspectives were missed or remained unexplored by study authors. In our discussion of findings we pointed to areas for further inquiry that may allow for discerning additional opinions and experiences.
Reviewer bias
The first-named author conducted the literature search, but the criteria for selection were chosen by both the first and second authors. In addition, while the analysis of the literature and subsequent synthesis statements were produced by the first two authors, the third author provided a thorough check of methods and conclusions. In this way, the potential for reviewer bias was reduced. The first and third named authors are paediatricians with interests in neonatal care. Such experience may have resulted in a bias towards clinician perspectives. Both the second and third named authors are members of the HSD-N project, and they may have been influenced by this association.
Conclusion
Task-shifting interventions in sub-Saharan Africa have expanded far beyond the HIV sector for which they were initially developed. Although most of the evidence around taskshifting interventions is quantitative, a growing number of qualitative studies is emerging from sub-Saharan Africa. Qualitative studies suggest that task-shifting interventions may carry important short-term and long-term implications for all cadres of health workers. Findings in this review are based on a small number of relatively short studies with several methodological limitations. Based on the data available, it appears that task shifting may negatively impact health workers' sense of agency and ability to perform their work if not carefully designed. Established health professionals have been concerned that task shifting is diminishing their role in the health system. Lower cadres assuming new tasks appear to be highly motivated to meet workplace demands and provide patient care. However, assuming new tasks may be occurring at the expense of high work burden, performing tasks beyond one's scope of practice and potentially compromising patient safety. Task-shifting programmes have often been perceived as cost-saving interventions, but this may have contributed to unacceptably low remuneration and career progression options for health workers, especially in rural areas. On a positive note, some task-shifting interventions appeared to have resulted in improved communication within health teams and enabled a more rational distribution of work, especially when administrative tasks were being delegated. Some of the areas warranting further qualitative inquiry include opportunity cost of task shifting for health workers, patients' experiences with task-shifting interventions and patient's safety. Many limitations of task-shifting programmes arise from limitations inherent to weak, poorly resourced health systems in sub-Saharan Africa.
We acknowledge that the certainty and transferability of our literature review findings are limited by the number of qualitative studies available and methodological shortcomings of individual studies. Nevertheless, literature review allowed us to examine first-hand experiences and challenges arising from the field and thus complemented more general recommendations and guidelines set by the WHO and other organisations.
As mentioned in the abstract, in addition to informing a broad audience of policy makers, this review aims to provide practical guidance to an ongoing project in Kenya. Task shifting as a potential intervention in Nairobi's neonatal nurseries should be evaluated based on experiences from other programmes to avoid some of the common pitfalls that occur when programme ideas are translated into practice. The merit of task-shifting interventions should be adjudged relative to the potential impact for patients and health workers in neonatal nurseries, as well as the Kenyan health system overall. Research arising from the HSD-N project can fill in some of the knowledge gaps in qualitative research around task shifting and patients' experiences with healthcare in sub-Saharan Africa.
Relevance to clinical practice
Task shifting is typically thought of by managers as a tool to lower costs of, or expand access to care. Ideally, this happens with no diminution in quality. It is becoming an attractive policy option globally particularly perhaps in low-income settings where attention has been paid to effectiveness of task shifting through community or lay health workers -areas that have been the subject of both quantitative and qualitative systematic literature reviews. However, there have been limited efforts to explore how task shifting impacts on services and the roles of existing health professionals from the perspective of these health professionals. This systematic review highlights potentially valid concerns of health workers about 'mission creep' of new cadres, and about how their own roles may change, as well as their recognition of potential benefits. The findings have importance for the design of task-shifting approaches that are acceptable to and truly complement the work of existing health professionals. 
